INTRODUCTION
The incidence of afferent loop (A-loop) obstruction after Billroth-II (B-II) distal gastrectomy has been reported to be 0.3-1.0% [1] . It may be caused by adhesions, kinking, stenosis or internal herniation after open or laparoscopic gastrectomy. A-loop obstruction develops acutely, and its onset can be early or late postoperatively [2] . In some patients, the condition can be rapidly complicated by the development of duodenal stump leakage or perforation followed by peritonitis and can result in sepsis [3, 4] . Therefore, early diagnosis and immediate surgical therapy are mandatory to decrease the high mortality rate associated with this complication. Making this diagnosis is important not only for open gastrectomy but also for laparoscopic gastrectomy. While a number of laparoscopic thesurgery.or.kr 
RESULTS
Of the 396 patients, 4 (1.01%) developed A-loop obstruction ( Table 1 ). The median age of the patients, each of whom was male, was 45 years old (range, 30 to 73 years).
Two of the four patients had advanced gastric cancer, and the remaining two were in the early stage of the disease.
All patients had undergone curative resection of their gas- anastomoses; the obstruction in case 2 was caused by an adhesion (Fig. 1B) , and the other two were caused by internal herniations (Fig. 1C) .
Internal herniation through the jejunal mesenteric gap is a specific morbidity associated with Roux-en-Y reconstruction. This hernia causes twisting of the jejunojejunostomy, thereby causing afferent loop obstruction [1] .
To prevent internal herniation, these mesenteric gaps and Although a gastrograffin meal series may suggest the diagnosis because of poor filling or nonfilling of the afferent jejunal limb, CT scan is the most useful imaging modality for diagnosing A-loop obstruction. Characteristically, the dilated afferent limb is found in the midabdomen (Fig.   3A) , and it is typically located in the horizontal part of the duodenum, placed between the aorta and the superior mesenteric vessels and displacing these vessels ventrally.
In the case of internal herniation, a whirling appearance of the mesenteric vessels can typically be observed (Fig. 3B ). creatitis [13] [14] [15] . In our results, there were no candidates for these alternative methods. The reported mortality rate associated with A-loop obstructions is high (30-60%) [4, 16] . Most of these high mortality rates were reported before the development of CT scan or ultrasonography.
Delayed diagnosis of afferent loop obstruction may lead to severe complications including duodenal stump leakage and perforation or necrosis of the entire afferent limb, resulting in sepsis and death. In our series, there were no deaths because of our prompt surgical treatment following early diagnosis of the disease by CT scan.
In conclusion, as in an open B-II gastrectomy, the incidence of afferent loop obstruction following LDG with B-II reconstruction was quite low, at 1.01% in our series.
When a patient develops progressive abdominal pain and vomiting after LDG with B-II reconstruction with nonspecific findings on plain radiographs with or without an elevated serum amylase, abdominal CT scan should be performed immediately to prevent further disease progression.
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